Increasing evidence supports the pivotal role of health education in preventing and treating diabetes more effectively. 
In 2005 the UK Department of Health and Diabetes developed a set of criteria for structured patient education in type 2 diabetes. 5 Some recent systematic reviews and meta-analyses on the effectiveness of self-management education in type 2 diabetes [6] [7] [8] [9] have shown, among other points, that one critical issue is sustaining the educational input, as patients may improve their glycated haemoglobin (HbA 1c ) over the first three months following the end of education but then slip back to previous levels unless the educational programme is sustained.
Consequently, structured education should be offered to patients at the onset of diabetes and then continued for the rest of their life. A good example of the former is provided by the Diabetes Education for
Ongoing and Newly Diagnosed (DESMOND) programme 10, 11 recently completed in the UK in people with newly diagnosed type 2 diabetes, who were offered special education sessions aimed at improving diabetes self-management skills and encouraging appropriate lifestyles. With Group Care, we aimed at developing a model that would make education the core of continuing diabetes care.
The Group Care Model
Observation Stage -The Waiting Room
In January 1996 we started a randomised controlled clinical trial to test a new concept of educational and clinical care for patients with type 2 diabetes. We called it 'Group Care' to stress that:
• providers must relentlessly focus on taking care of people with diabetes to help them become self-sufficient and self-reliant; and
• this is best achieved by seeing patients in groups rather than using the traditional one-to-one approach.
The trial was preceded by a large amount of preparation work. MT, a psychopedagogist, had joined our group three years previously and decided to start by observing the clinical setting from a patient's point of view. Hence, she spent six months in the waiting room, pretending to be a patient and listening to and keeping records of other patients' opinions, feelings, fears and beliefs. This enabled her to capture personal remarks and find out widespread health beliefs, realising that patients have different
ways of talking about their disease and that every single word conceals common traditions, beliefs, habits and experiences. Conversations showed that patients were afraid of diabetes and perceived it as something nasty.
Possibly, incorrect or worrying information about diabetes had been delivered to them by some of those operators, physicians and nurses, who are used to openly criticising their patients and justify this behaviour as a way to 'motivate' them. However, patients do not always understand their physician's criticisms, nor do they agree. Indeed, the attitude of 'motivating 43 people by blaming them' is based on an incorrect understanding of the human psyche. Human beings tend to ignore information and knowledge that contradict their behaviour whenever they realise that it would be too difficult to change their ways. 12 This is known as 'cognitive dissonance'. Our intention was to find a way to combine the clinical needs of health professionals with the personal needs of patients.
Observation Stage -The Medical Practice
In the following six months, MT moved to consulting rooms and could listen to physician-to-patient conversations.
Diabetes is a chronic disease, and patients need to change their lifestyle, eating habits, beliefs, convictions and traditions. This requires a long time, a shared set of ideas and a terminology that should be well-known to both patients and physicians. once the full immersion was over, feedback or further support were rarely provided. In addition, teaching objectives and methodology were often not specified and effectiveness was not assessed. 14 Having gained insight into the understanding of diabetes among both patients and health workers, we developed a patient-orientated approach to education in which we would:
• establish working groups with shared methods and goals;
• listen to patients without prejudice;
• foster people's self-confidence using a dynamic interaction process;
• improve human relationships, not only between patients and health providers but also between the different members of the diabetes team;
• set goals and deadlines; and
• create a monitoring and evaluation system to assess the intervention.
Continuity in care and education was required, and health workers had to change their work procedures and thinking.
The Syllabus of Group Care
The Group Care programme is articulated over seven sessions: 15, 16 • Session 1: 'The story of a backpack and a bowl… or our bodyweight.' The educational and health objectives pursued during the sessions are as follows:
• Session 1 focuses on the connection between eating habits, bodyweight and diabetes.
• Session 2 further analyses the links between eating habits and diabetes. Patients are asked to select a dish from a restaurant menu in order to start understanding their eating needs and beliefs.
• In session 3, patients simulate cooking the best and worst possible meals.
• During session 4, patients do 'their shopping'. They choose food items and explain why. Patients' choices are discussed and assessed within the group.
• Session 5 is based on understanding the link between diabetes control and individual lifestyle. HbA 1c , physical exercise and regular self-monitoring of blood glucose are the main topics discussed during this session.
• Session 6 highlights the importance of regular check-ups and supports the patients in understanding and following the most suitable treatment.
• In session 7, patients are taught how they may prevent complications. We left this subject to the last session to reduce anxiety and highlight the role of healthy behaviours.
The Methodology of Group Care
The seven sessions are held over two years, one every three months, and the cycle is repeated ad libitum. Each session lasts no longer than one hour to avoid loss of concentration, and methodologies focus on facilitating learning through cognitive and psychomotor abilities (simulations, role-playing games, debates, workshops and working groups). An educational support kit was patented, and includes plastic models of ordinary food items (such as fruit and vegetables, meat, fish and pasta dishes, bread, cakes, milk, sugar, wine, beer and oil), 
The Use of Time
Time is a resource, but no doubt one of the topics most feared by health workers, as we often hear them say 'We don't have enough time!', 'What can we achieve in so little time?' and 'If I had more time, I would manage to…'.
The Role of Group Care in the Management of Type 2 Diabetes to live and change. The patients responded enthusiastically as they felt they were learning something useful.
The Research Project
We intended to design an intervention that health workers could easily put into practice to offer effective care and education to patients with a chronic disease. To prove that Group Care was not inferior to the traditional approach, we designed a pragmatic randomised, controlled clinical trial.
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Study Design
Patients were assigned to group or individual care by randomisation, the only exclusion criteria being age over 80 years, having attended our clinic for less than one year and being on insulin treatment. Fiftysix non-insulin-treated patients with type 2 diabetes were divided into groups of nine to 10, the composition of which remained unchanged throughout the study. The control group consisted of another 56 patients who continued their individual consultations. A considerable proportion of the patients had received low levels of schooling and were elderly, pensioners and housewives. None of them had ever received structured and continuous diabetes education before.
Bodyweight, blood glucose levels and HbA 1c were measured every three months, on the occasion of the group or individual sessions.
Screening for complications was carried out once a year to measure total and high-density lipoprotein (HDL) cholesterol, triglycerides, full blood count, microalbuminuria and blood pressure and to examine the retina and feet. All results were checked by a physician before beginning group education, and after each session patients could ask to see the doctor for an individual consultation, if they wished. Control patients received individual education tailored to their needs, and these interventions were recorded in their files.
On top of the above clinical variables, over the five years of the study quality of life, knowledge of diabetes and health behaviours were analysed by specific validated questionnaires.
Results
Group Care proved to be feasible and cost-effective. Knowledge of diabetes kept increasing throughout the observation period among the patients randomised to Group Care, and this occurred more rapidly over the first two years. By contrast, patients receiving traditional oneto-one care tended to gradually reduce their knowledge. Items that were mostly not modified by either intervention were technical and theory-based. Patients receiving Group Care improved their scores on the practical questions but also on some of the more academic ones. 17, 18 Health behaviours followed a similar pattern, suggesting that problem-solving ability had already improved significantly after the first year and was still rising at year five. The improved areas included
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